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CHALLENGES FACED BY PROFESSIONALS WORKING IN CHILD SEXUAL ABUSE MULTI-SECTORIAL FORUMS: A CASE 
OF THE VICTIM-FRIENDLY SYSTEM IN ZIMBABWE 
Noel Muridzo, Victor Chikadzi, Edwin Kaseke 
This article discusses the challenges faced by role players who work with survivors of child sexual abuse within the Victim-Friendly 
System. The Victim Friendly System represents a confluence of multi-sectorial professional interventions targeting child sexual 
abuse survivors in Zimbabwe. Professionals involved in the Victim-Friendly System include social workers, medical doctors, nurses, 
police, as well as role players within the justice system such as magistrates and prosecutors, counsellors, educationists and 
psychologists. The findings of this qualitative study show that professionals work within the context of a shrinking economy that has 
given rise to a plethora of challenges that include, among other things, staff and skills shortages, lack of financial and material 
resources, poor access to proper infrastructure and other logistical constrains. The authors end the paper by discussing 
recommendations that have policy, administrative and professional implications.  
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INTRODUCTION  
This article explores the challenges faced by social workers, medical doctors, nurses, police, 
magistrates, prosecutors, counsellors, teachers and psychologists working in the Victim-Friendly 
System (VFS). Studies from several countries show that child sexual abuse (CSA) is indeed an 
international problem (Lalor & McElvaney, 2010; Collin-Vezina, Daigneault & Hebert, 2013; 
Finkelhor, Stattluck, Turner & Hamby, 2014; Bhaskaran & Seshadri, 2016). Various scholars challenge 
the assumption that CSA is an exclusively Western problem (Jones & Jemmott, 2009; Sossou & 
Yogtiba, 2009; Zimbabwe National Statistical Agency, United Nations Children’s Fund and 
Collaborating Center; Lalor & McElvaney, 2010; Judical Service Commission 2012; Bhattacharya & 
Nair 2014 and Jones & Florek, 2015). In Zimbabwe, where this study was done, the National Baseline 
Survey on the life experiences of adolescents in Zimbabwe reported that almost one third of females 
and one in ten males aged between 18 and 24 years experienced sexual violence (Zimbabwe National 
Statistical Agency, United Nations Children’s Fund & Collaborating Center for Operational Research 
and Evaluation (2013). It is also estimated that more than 400,000 cases of CSA are reported every year 
in Zimbabwe (Médecins Sans Frontières, 2011). Jones and Jemmott (2009), Horner (2010), Lalor and 
McElvaney (2010) and Birdhstle, Floyd, Mwanasa, Nyangadza, Gwiza and Glynn (2011) show a 
correlation between CSA and many adverse medical, psychological, behavioural and socioeconomic 
outcomes, which can be short and long term in nature. CSA negatively affects the child and his/her 
ecological environment. Accordingly, the VFS was established to provide a community of medical, 
psychological, judicial and social services that mitigate the negative effects of CSA (Judicial Service 
Commission, 2012).  
STATEMENT OF THE PROBLEM AND RATIONALE FOR THE STUDY 
The phenomenon of CSA is a multifaceted global children’s rights issue and a problem of considerable 
extent (Stoltenborgh, Van Ijzendoorn, Euser & Bakermans-Kranenburg, 2011). CSA is a serious 
problem with adverse medical, psychological, behavioural and socioeconomic outcomes which can be 
short, medium and long term in nature (Hansen & Tavkar, 2011; Birdhstle, et al., 2011; Stoltenborgh et 
al., 2011). CSA effects operate at individual, familial and societal levels within CSA survivors’ 
ecological environments. At the individual level CSA may have physiological, psychological and 
behavioural effects. CSA may result in unwanted pregnancy, STI infections and injuries to reproductive 
organs (Muridzo, 2018). CSA has been linked to a number of psychological disorders such as anxiety 
problems, suicidal tendencies, low self-esteem, anxiety, depression, anger and post-traumatic stress 
disorders (Lalor & McElvaney, 2010; Maniglio, 2012; Devries, Mak, Child, Falder, Bacchus, Astbury 
and Watts, 2014). CSA survivors may also develop behavioural problems such as poor school 
performance, risky sexual behaviour, substance misuse and violence (Jones & Jemmott, 2009; Hansen 
& Tavkar 2011). At the familial level CSA may have considerable social, emotional and economic 
consequences such as stigma, increased feelings of isolation, loss of partner or disruption of the family, 
and loss of income (Elliott & Carnes, 2001; Foster, 2014). At the societal level CSA is associated with 
community anxiety, human rights violations and an economic burden on society (Jones & Jemmott, 
2009; Chitereka, 2012).  
Various intervention strategies have been introduced to mitigate these effects. Interventions such as the 
Victim-Friendly System (VFS) have been put in place to address and manage this growing problem in 
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Zimbabwe. Official records from the Zimbabwe Republic Police point to the phenomenon being on the 
increase and being topical in Zimbabwe (Chitereka, 2012; Muridzo, 2014). This is despite the various 
intervention strategies employed by the different stakeholders constituting the VFS, such as the police, 
Department of Probation Services and Child Protection, Judicial Service Commission, the health sector 
and non-governmental organisations. The health sector is made up of government hospitals, municipal 
clinics and health clinics run by non-governmental organisations (NGO). Despite an increase in both 
publicity on child sexual abuse and initiatives from the government and voluntary agencies, it is by no 
means obvious that the position of the majority of sexually abused children has been significantly 
improved (Muridzo, 2018). Thus it has been argued that new ways of approaching the problem of CSA 
are needed (Browne, 1996; Lalor & McElvaney, (2010; Mwangi, Kellogg, Brookmeyer, Buluma, 
Chiang, Otieno- Nyunya & Chesang, 2015; Muridzo, 2018). This article therefore reports on some of 
the key challenges faced by professionals working in the VFS. The findings of the study contribute to 
strengthening of strategies on CSA prevention policy in view of the magnitude of the problem, its 
effects and consequences. 
EFFECTS OF CSA 
The effects of CSA are multiple and varied (Muridzo, 2014). According to Smallbone, Marshal and 
Worley (2008), CSA effects are not uniform. Chitereka (2012) undertakes an ecological analysis of the 
effects of CSA. The ecological theory is an extension of the systems approach, which allows 
exploration of a wide circle of systemic influences. The systems approach argues for the exploration of 
this wide circle of systemic influences and the way that environmental forces influence things. The 
systems approach further argues that individuals exist within a social context and hence, to best 
understand the effects of a phenomenon such as CSA, you have to look at the effects in context and at 
various levels (Doyle, 2012; Sincero 2012). Our understanding of the phenomenon of CSA should 
therefore be bounded by the context of effects within different ecological systems (Chitereka, 2012; 
Muridzo, 2018). Bronfenbrenner (1979) suggests five systems that make up the ecological system. 
These systems are the micro system, the meso system, the exosystem, the macro system and the 
chronosystem. In line with ecological thinking, the effects of CSA are layered according to way that 
they affect different ecological systems.  
Micro-ecological effects of CSA  
At the micro level, CSA affects CSA survivors and non-offending family members. CSA affects CSA 
survivors psychologically, physiologically, behaviourally and socially. Nurcombe (2000) document the 
psychological effects of CSA on CSA survivors. Lalor and McElvaney (2010) found psychological 
problems to include low self-esteem, anxiety, depression, anger and aggression, post-traumatic stress, 
dissociation, substance abuse, sexual difficulties, somatic preoccupation and disorders, self-injurious or 
self-destructive behaviour, and most of the various symptoms and behaviour seen in those diagnosed 
with borderline personality disorder. According to Devries et al. (2014), CSA is associated with 
increased odds of suicide attempts. CSA may result in physiological challenges for the child survivor. 
Muchinako, Chikwaiwa and Nyanguru, (2013) found that children who suffered CSA were exposed to 
sexually transmitted infections including HIV. Other physiological effects of CSA include injuries to 
reproductive organs, unwanted pregnancy, abortion and associated risks (Lalor & McElvaney, 2010). 
In addition, Mugawe and Powell (2006) and the Population Council (2008) note that sexual abuse is a 
major cause of problems among girls, such as ill health and even death and disabilities as a result of 
injuries. The child survivor may develop behavioural problems in the form of poor school performance, 
gambling, risky sexual behaviour, substance misuse, masturbation or compulsive sex play and violence 
(Finkelhor & Browne, 1985; Jones & Jemmott, 2009; Hansen & Tavkar 2011; Zhu, Gao, Cheng, 
Chuang, Zabin, Emerson and Lou, 2015). Perez, Aldrian and Stender (1997) identify the social effects 
of CSA at the micro level, emphasising that the social value attached to female virginity automatically 
robs abused or seduced young girls of their sense of social dignity. 
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Hansen and Tavkar (2011) are of the opinion that CSA also affects other constituent members of the 
micro ecological system. According to Chitereka (2012) and Foster (2014), the whole family system is 
affected by CSA. Elliott and Carnes (2001) argue that at the familial level non-offending family 
members experience considerable social, emotional and economic consequences such as stigma, 
increased feelings of isolation, loss of partner or disruption of the family, loss of income, and 
dependence on government assistance. Jones and Jemmott (2009) note that CSA may result in family 
problems that include divorce and family break-up, distorted boundaries, betrayal of trust and 
intergenerational abuse. In the aftermath of CSA, families often face multiple challenges that are often 
accompanied by psychological distress, such as depression, guilt, embarrassment, grief symptoms, 
anger, helplessness, disbelief, shock, worry, deep sadness, self-blame, betrayal, having failed the child, 
confusion, insomnia, change of appetite or other physical complaints and secondary trauma as a result 
of the stress and fear associated with learning that their child has been abused (Hansen & Tavkar, 2011; 
International Rescue Committee, 2012). The effects of CSA at the family level may be economic. CSA 
may result in loss of income that may lead to change of residency and dropping out of school for the 
survivor and the other children (Hansen & Tavkar, 2011). 
Macro-ecological effects of CSA  
The wider society in which the child lives is the macro level. CSA also has consequences at the societal 
level. Jones and Jemmott (2009) associate CSA with social ills such as teen pregnancy and associated 
consequences for young mothers and their children, unwanted pregnancy and abortions, abortion 
complications, drug and alcohol abuse, transmission of STIs and HIV, crime and violence, cycle of 
devastation, psychosocial impact on others, and the economic consequences of the above. CSA is a 
human rights, a child rights and child protection issue in society and a legal issue at national and 
international level. CSA violates national and international laws. CSA constitutes a violation of the 
child’s rights bestowed by society. The International Rescue Committee (2012) and Sossou and 
Yogtiba (2009) argue that in addition to the above effects, CSA constitutes social injustice and an abuse 
of human rights. They argue that CSA is an abuse of power over a child and a violation of a child’s 
right to life and normal development through healthy and trusting relationships. CSA will have an 
economic burden on society as human, economic and infrastructural resources will have to be 
committed to prevent and respond to the phenomenon. According to Ouellette-Morin, Fisher, York-
Smith, Fincham-Campbell and Arseneault (2015), violence experienced in the context of relationships 
has an economic burden on society. Interventions are therefore costly, and highly resource intensive in 
terms of the skills and training of those involved (Jones & Jemmott, 2009).  
Chitereka (2012) is of the view that CSA may affect the macro-ecological environment in a number of 
ways. Firstly, the incarceration of the perpetrator, who may be the breadwinner, may result in financial 
setbacks because of loss of the breadwinner’s income. Secondly, the family may experience food 
shortages. Thirdly, the family house or property might be sold to offset the financial burden. Fourthly, 
some of the children might drop out of school. Dropping out of school will have an impact on their 
economic and earning abilities in the future. Fifthly, irrespective of the outcome of the court 
proceedings, perpetrators who have been charged with sexual abuse face stigmatisation and ostracism. 
CSA produces anxiety for communities. Lastly, CSA offenders may never be arrested, as a result of the 
secrecy and threats to the children, further traumatising children and communities. 
Putman (2003), however, argues that not all sexually abused children are affected by most of the above 
problems. Effects will vary depending on the child’s personal coping skills, and the family and societal 
context.  The above effects are a function of an array of factors. Mitigating factors include the child’s 
personality, the support system, duration of the abuse, frequency of the abuse, age of the child, the 
degree of force used by the perpetrator, relationship with the perpetrator, intrusiveness, and the severity 
of the abuse (Rudd & Brakarsh, 2002; Putman, 2003; Jones & Jemmott, 2009; International Rescue 
Committee, 2012).  
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CHILD SEXUAL ABUSE INTERVENTIONS 
Child sexual abuse interventions can be categorised as medical, psychological, judicial services and 
social services. CSA interventions are specialised, requiring professionals from several disciplines such 
as social workers, doctors, nurses, police officers, magistrates, prosecutors, counsellors and 
psychologists. Professionals are engaged within the various services targeting CSA survivors and their 
ecological environment.  
Medical management of CSA 
Medical interventions are aimed at addressing the physical consequences of CSA (Population Council, 
2008). There are a number of issues that medical treatment seeks to address. Firstly, there is the 
treatment of physical injuries.  CSA may result in sexual violence-related injuries, for example, 
bleeding, swelling and bruising of the genitalia. Secondly, medical interventions seek to provide 
preventive services, such as access to free post-exposure prophylaxis, emergency contraception and 
termination of pregnancy after authority to do so has been granted by a magistrate. CSA may result in 
pregnancy and the contraction of sexually transmitted infections. Medical interventions aim at 
providing the child survivor with medical treatment in Zimbabwe, including the provision of HIV 
diagnostic testing and counselling, and post-exposure prophylaxis (PEP) to combat HIV, sexually 
transmitted infections (STIs) and pregnancy. According to Médecins Sans Frontières (2011), it is vital 
for CSA survivors to seek medical treatment within 72 hours of the sexual abuse incident.  The 
immediate medical risks are unwanted pregnancy, contracting STIs including HIV. In Zimbabwe 
medical intervention is treated as an emergency and given priority. This involves access to post-
exposure prophylaxis to HIV and STI within 72 hours. In addition, medical intervention seeks to 
prevent pregnancy that may result from the sexual abuse. According to the Judicial Service 
Commission (2012), children in Zimbabwe should access emergency contraception within 5 days of the 
sexual abuse to prevent pregnancy.  
Most importantly, medical intervention includes the collection of forensic evidence, which is very 
critical in responses to CSA. Forensic evidence can be used in the identification of perpetrators, where 
they are not known. However, with the limited availability of DNA technology and advanced science in 
the investigation processes, the identification of unknown perpetrators can be difficult to achieve. 
Furthermore, forensic evidence helps to substantiate the testimony of the child in the judicial system. 
Professionals in this sector include medical doctors, nurses, radiographers, social workers and 
psychiatrists. According to Malinga and Mupedziswa (2009), social workers at this level work in a 
secondary setting in which they are part of a multi-sectorial team.  
Psychological interventions 
CSA is consistently linked with a host of adverse psychological, emotional and mental health 
outcomes, often requiring psychological intervention to address the trauma and distress (McPherson, 
Scribano & Stevens, 2012). The Population Council (2008) recommends psychological intervention to 
help CSA survivors recover from CSA consequences that are often long-lasting and difficult to deal 
with. The interventions seek to address the effects discussed above as well as any potential 
psychological effects that may develop later in life. Psychological services may be categorised as 
individual and group services. For Hansen and Tavkar (2011), individual psychological interventions 
start with crisis interventions. Subsequent interventions will focus on time-limited services that address 
specific emotional issues that might emerge. According to Chitereka (2012), individual psychological 
intervention covers a range of activities, including play therapy, bibliotherapy, group therapy and 
family therapy. Group psychological interventions seek to provide support to the survivors and families 
in a group environment. While the target is the individual, the group is used as a medium for support, 
therapy and growth for CSA survivors. The value of group work for CSA survivors is that they can 
share experiences, cultivate a sense of belonging, and thus create an environment for psychological 
support. Groups can be educational, therapeutic and recreational, but in this context mainly therapeutic. 
Professionals in the health sector include social workers, psychologists and counsellors.  
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Judicial, legal and policy interventions 
The judicial and legal interventions constitute a third intervention component in Zimbabwe. Jones and 
Jemmott (2009) identify the judicial, legal and policy needs of CSA survivors. Child survivors will also 
have protection needs. These needs relate to the establishment of arrangements and processes to 
identify, reduce and respond to the circumstances that place children at risk. There are various 
international statutes that protect children from CSA. Every community generally cares for its children 
and wants to protect them. The Convention on the Rights of the Child (CRC) adopted by the UN 
General Assembly in 1989 is the widely accepted UN instrument ratified by most developed as well as 
developing countries. The principal frameworks for addressing child justice and safety in international 
and regional contexts are the United Nations Convention on the Rights of the Child (1989) and the 
African Charter on the Rights and Welfare of the Child – ACRWC (1999). Zimbabwe is party to both 
conventions. Chitereka (2012) argues that by ratifying the Convention and the Charter, the Government 
of Zimbabwe (2001)committed itself to implement the provisions of both instruments. According to 
Gwirayi (2013), CSA is a criminal offence in Zimbabwe that is punishable by law. Zimbabwe has five 
key legal instruments that protect children against CSA which have been harmonised with international 
law in an effort to protect children against sexual abuse (Chitereka, 2012; Gwirayi, 2013). However, 
Gwirayi (2013) questions the efficacy of existing laws on CSA, and argues that despite the ratification 
of international conventions on CSA and the domestication of the laws, CSA remains a serious problem 
in Zimbabwe. Legal services providers include the police, magistrates, prosecutors, court interpreters 
and support persons. Professionals within the legal sector include lawyers, social workers and 
psychologists. 
Child care and protection services 
Child care and protection services constitute another intervention component in Zimbabwe. Services at 
this level aim to prevent or ameliorate the socio-economic effects of CSA. Services are largely 
provided by the Department of Social Services and other non-governmental organisations. Social 
services include child protection, safety services as well as pre-trial and post-trial support services. The 
Department of Social Welfare is a statutory body mandated to implement and enforce statutes such as 
the Children’s Act Chapter 5:06 (2001) and the Constitution of Zimbabwe, which ensure protection 
from CSA (Mupedziswa, 1997; Judicial Service Commission, 2012). The Department of Social 
Welfare in Zimbabwe is a primary setting for social workers. Chitereka (2012) notes that safeguarding 
and promoting children’s welfare are intertwined aims central to social work intervention in childcare 
in any circumstances. This role may include moving CSA survivors from unsafe environments into 
places of safety such as Children’s Homes or place them with foster parents. The Children’s Act (2001) 
and the Social Workers Act (2001) provide for the appointment of social workers as probation officers. 
As probation officers, social workers provide overall case management services, provide alternative 
places of safety for CSA survivors, accompany CSA survivors to medical and legal service providers, 
provide reports to courts as well as  pre-trial counselling. In addition, social workers support families of 
CSA survivors, keeping them abreast of case developments. Probation officers are also responsible for 
implementing case plans. Social workers at this service level also advocate for timely assistance of 
CSA survivors in the intervention chain (Judicial Service Commission, 2012).   
Aim of the study  
The broad aim of the study was to explore the phenomenon of child sexual abuse in Zimbabwe. 
Research question 
What are the challenges faced by VFS stakeholders in Zimbabwe? 
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RESEARCH METHODOLOGY  
Research design 
The study adopted a qualitative research approach. A qualitative approach is adopted to help the 
researchers uncover, describe and understand what lies behind any phenomenon, in this case the 
challenges faced by professionals working with CSA survivors (Rubin & Babbie 2011; Creswell 2014). 
The Victim-Friendly System (VFS) was chosen as the unit of analysis in order to understand child 
sexual abuse and the challenges faced by VFS stakeholders. VFS stakeholders include participating 
governmental and non-governmental organisations, CSA survivors and their families, and professionals 
working in the VFS.  
Sample 
The VFS role is carried out by 29 government and non-governmental organisations divided into the 
National VFS Committee and Regional VFS Committees; 38 participants were selected from the 
national and regional representatives. In addition, the study purposively sampled four key informants. 
Patton (2002) describes key informants as people who are knowledgeable about the inquiry setting and 
able to articulate their knowledge. Yin (2009:107) states that “key informants provide the case study 
investigator with insights into a matter and can also initiate access to corroborative or contrary sources 
of evidence.” The key informants’ category was made up of an academic, a traditional leader, a lawyer 
and an expert in the field of child sexual abuse. The study also sampled and made use of VFS official 
documents that included 300 VFS court files of completed CSA cases and VFS committee meeting 
minutes. A combination of purposive sampling and simple random sampling was used to select 300 
CSA court files and minutes of VFS meetings.  
Sampling procedure, data-collection methods and data analysis 
The study used theoretical sampling to sample VFS role players, official documents, key informants 
and research sites. Corbin and Strauss (2008) and Bryman (2012) describe theoretical sampling as a 
form of purposive sampling used in exploratory research such as this one in which the collection of 
data and its analysis respond to emerging concepts and themes. In-depth interviews guided by the use 
of semi-structured interview schedules were conducted as the main data-collection method. Bryman 
(2012) and Creswell (2014) state that semi-structured interview schedules entail the use of open-ended 
questions that allow participants to express their perspectives. Supporting data were collected through 
reviewing 300 official court documents and minutes of VFS meetings. The interviews were tape-
recorded to obtain the actual narratives from interviewees (Patton, 2002). Applied thematic analysis 
was used to analyse data. Recurring issues from the data were grouped into themes that guided the 
writing up of the findings (Guest, Macqueen & Namey, 2012).   
Ethical considerations 
According to Bryman (2012) and Creswell (2014), social research raises ethical issues. Babbie (2007), 
Willis (2007) and Engel and Schutt (2013) describe ethics as the standards, principles and guidelines 
that have to be followed when carrying out research. This study adhered to ethical standards and 
principles of research. The researchers took a number of steps to adhere to the principle of 
confidentiality, informed consent, voluntary participation, avoidance of harm and giving feedback to 
participants after the study was concluded. The study was cleared by the Wits non-medical ethics 
committee under protocol number H15/02/20. The study was also cleared by Medical Research Council 
of Zimbabwe under protocol number MRCZ/A/1969.  
PRESENTATION AND DISCUSSION OF FINDINGS  
The findings of this qualitative study show that professionals work within the context of a shrinking 
economy, which has given rise to a plethora of challenges including, among other things, staff and 
skills shortages, lack of financial and material resources, poor access to proper infrastructure and other 
logistical constrains. 
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Human resource challenges  
Human resource limitations were identified by participants as a challenge affecting professionals in the 
VFS. Participants explained that human resource challenges include staff shortages, lack of specialised 
training and experience and lack of professional support. These themes are discussed in more detail 
below. 
Staff shortages 
The study identified a gap between the available number of personnel and the desired, or even the 
optimum, number of personnel in the VFS as a whole. According to participants and the documents 
review, the VFS faced serious staff shortages, which was detrimental to the function of VFS. The 
challenge of staff shortages within the VFS is evident from the following comments by participants:  
“You are pulling out resources from an already depreciated health facility for you to man 
that centre [CSA survivor friendly clinic]. Considering the sensitive nature of the cases that 
we are dealing with in that unit, they cannot wait for longer, they need attention as soon as 
they arrive, so it has to be well staffed. Already we have a shortage of staff.” (Participant 8) 
Similarly another participant said:  
“I think there is ratio of one social worker to fourteen thousand kids in Zimbabwe, so child 
welfare protection services indebted with clients they are serving 1 to 14 000; if there are two 
officers in this one office they got 28 000 kids, so they are not able to fully write a report, they 
need 28 000 months to do it.” (Participant 2) 
Another participant lamented:  
“We have one child officer in every district and some districts are very large. It is very 
difficult for the officer to follow up all cases of child sexual abuse.” (Participant 5)  
Minutes of the VFS also capture staff shortages as follows: 
The VFS court facilities in Kadoma are, there but the personnel to man these courts are the 
missing link. The current freeze has negatively affected operations (Minutes of the National 
VFS meeting of 15 September 2015). 
From the participants’ comments and minutes of VFS meetings above, it is clear that the VFS faces 
serious staff shortages, which affects its operations. Staff shortages have the potential to undermine the 
VFS in a number of ways. Firstly, staff shortages may result in delays and failure to meet turnaround 
targets. CSA is regarded as a medical emergency in Zimbabwe (Judical Service Commission, 2012). 
Survivors of CSA must receive medical attention within 72 hours of the incident to prevent pregnancy 
and STI infections, including HIV. Staff shortages may result in children being attended to at health 
facilities outside the 72-hour window period. Child survivors of CSA may thus miss out on the 
opportunity to receive prophylactic treatment due to delays. This may expose children to medical 
effects of CSA that cannot be reversed 72 hours after the incident.  
Secondly, delays caused by staff shortages may have a ripple effect in the VFS. Given the possibility of 
such delay in VFS and organisations’ reliance on each other, this may affect outcomes of other players 
and impact negatively on the entire processes. For example, delays in the health system may result in 
contamination of forensic evidence, compromising the court outcomes in the justice delivery system. 
The VFS legal system depends on the collection and presentation of evidence and facts of the matter 
before the court. Shortages in the medical staff may therefore lead to delays in the collection of 
evidence affecting the other VFS processes downstream. In addition, staff shortages in the VFS may 
lead to performance deficiencies among VFS professionals. Performance of the staff can also diminish 
due to fatigue from attending to too many cases that are not only limited to CSA. Overworking of staff 
may have knock-on effects of demoralisation, poor job satisfaction and weak staff retention. Staff 
shortages in Zimbabwe are largely triggered by mass exodus of professionals triggered by the unstable 
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socio-political environment and a high demand for Zimbabwean professionals in the region and 
elsewhere (Mupedziswa & Ushamba, 2006; Martin, 2007; Kanyenze, Kondo, Chitambira & Martens, 
2011; Mugumbate, 2016). 
Lack of specialised skills, training and experience 
From the participants’ narratives, it was also evident that the VFS has a deficit of specialised and 
experienced professionals. A lack of specialist professionals was noted as a key and peculiar human 
resource challenge in the entire VFS. Participants explained that the VFS has a deficit in required levels 
of highly skilled and experienced professionals in policing, medicine, forensic science, court 
interpretation, education, nursing, psychiatry, radiography, social work, clinical psychology, 
prosecution, justice and counselling. The lack of specialised and experienced professionals within the 
VFS is evident in the following comments by participants and extracts from documents reviewed:  
“The other challenge which is related to resources is the issue of human resources. We have 
challenges. We do not have specialists. This is lacking within the system and there is need for 
specialised services such as clinical psychologists, psychiatrist and forensic scientists who 
are not even available and we cannot talk about them.” (Participant 22) 
“(The) lack of specialised and experienced professional leads to loopholes [legal loopholes]. 
The loopholes are caused by poor investigation. The police, for example, are always rotating. 
Today they train officers in VFS, the next day they are transferred to other sections 
(Participant 36) 
The above participants’ narratives and VFS minutes present a notion of the VFS lacking specialised 
and experienced professionals. CSA is a sensitive specialised area with peculiar medical, legal, social 
and psychological effects on the child and families. CSA interventions at various levels require 
specialisation in particular fields. All processes in the VFS should ideally be carried out by highly 
skilled, competent and experienced specialists. Specialised interventions seek to mitigate the negative 
short- to long-term effects of CSA. The shortage of specialist doctors, nurses, social workers, 
psychologists, radiologists, psychiatrists, police officers, interpreters, magistrates, prosecutors, 
counsellors and teachers may have implications for the intervention outcomes. CSA intervention done 
by professionals without specialised training may perpetuate harmful practices that can cause further 
emotional distress and prevent healing. Similarly, September, Matne, Adam & Kowen (2000) note that 
professionals working with CSA survivors may unintentionally cause secondary trauma if they lack 
specialised training and experience.  
Participants went further to single out the lack of specialised communication skills. Participants 
explained the difficulty they had in communicating with children with hearing and speech impairments. 
The VFS professionals’ lack of sign language proficiency proved a major hindrance in delivery of 
services to the survivors with hearing and speech impairments. Participants also explained that 
professionals rely on outsourced interpreters to bridge the communication divide. The communication 
challenge is further compounded by the lack of universal sign language in the country. The following 
remarks bring out the communication challenges professionals face while working with children with 
hearing and speech impairments. 
“We have identified issues, for example, communication barriers … the police, the magistrate 
even other sectors who are supporting the system and health and we realise they do not have 
communication skills, for example, sign language to communicate with these people [child 
sexual abuse survivors].” (Participant 10) 
“So you understand the issue [communication barriers] put such children [children with 
disabilities] at a disadvantage. The other problem that generally happens is reporting at 
police stations; that do not have sign language experts.” (Key Informant 1) 
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It is clear from the participants’ narratives above that professionals in the VFS largely lack specialised 
communication skills to communicate with children and families with disabilities, particularly the deaf. 
The lack of specialised training and experience has been confirmed by other studies (see Chambers 
1997; Chikadzi, 2014). Such extreme scarcity of specialised training and experienced manpower has 
serious potential consequences. For professionals, lack of communication skills is evident working with 
children and families with disabilities, particularly the deaf. This denies children with a disability 
participation in the VFS at various levels. At the level of prevention, children with disabilities do not 
benefit from officials’ messages and communication. Children are thus denied vital information and 
knowledge on CSA. This may bring into question the diagnosis and interventions made, which may not 
reflect what the child will have communicated.  
The need for specialist CSA intervention is supported by Smith, Pearce, Pringle and Caplan (1995), 
who argue that a specialist approach to child sexual abuse is beneficial to child survivors. Given the 
adverse short- and long-term effects of CSA, a specialist approach to child sexual abuse is beneficial to 
child survivors. A study by Phasha (2013) gives weight to the argument that lack of specialised skills is 
a barrier to provision of services. Phasha (2013) found that the inability to use sign language among 
professionals was a significant communication barrier that contributes towards reports of CSA not 
being made. The current argument that lack of specialised and experienced professionals at the VFS 
forum results in deterioration of services for CSA survivors is also consistent with the argument made 
by Chikadzi and Mafetsa (2013:498), who found that specialised services “translated into improved 
services for clients”.  
Lack of professional support 
From the participants’ narratives, it is apparent that professionals in the VFS lack professional support. 
According to participants, lack of professional support is potentially harmful and compromises their 
health and general wellness. In this context professional support refers to a structured and formalised 
professional support system that prevents burnout, stress and vicarious trauma, as well as staff 
debriefing meetings, supervision sessions, in-house support training and time out. Participants 
highlighted the lack of professional support as follows: 
“I think we need psychological support so that we pour out our feelings and share the 
experience that we go through [in cases that] traumatise us.” (Participant 7) 
Another participant said: 
“We need psychological support to enable us to pour out and share experiences. We need 
more of the staff debriefing.” (Participant 18) 
Despite the negative potential problems associated with working with survivors of CSA, it can be seen 
from the selected participants’ narratives above that the VFS lacks institutionalised support systems for 
its professionals. The provision of support enhances the professionals’ health, i.e. the physical, social 
and mental wellbeing of professionals (Westermann, Kozak, Harling and Nienhaus, 2012; Softestad 
&Toverud, 2013; Cieslak, Shoji, Douglas, Melville, Luszczynska & Benight, 2013). Bhaskaran and 
Seshadri (2016) confirm that working with sexually abused children and their families is stressful for 
professionals, evoking feelings of uncertainty, frustration and emotional turmoil. Similarly, Sexton 
(2009) notes that working with survivors of trauma such as CSA makes therapists vulnerable to the 
detrimental effects of secondary trauma, with consequent negative effects on individual counsellor 
effectiveness and organisational dynamics in the workplace. The apparent lack of support for 
professionals in the VFS may have an impact at various levels. It can argued that the absence of 
professional support systems in the VFS negatively affects professionals, in turn affecting the nature 
and quality of their professional interventions.  
Resource limitations 
In addition to the challenges associated with human resources noted above, it was also evident that 
professionals in the VFS experience resource challenges. These challenges relate to interruption of 
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service delivery due to withdrawal of funding, logistical constrains and the burden of cost on survivors 
and their families.  
Lack of continuity in service delivery due to withdrawal of funding 
One of the notable challenges of the VFS is the lack of continuity in service delivery due to withdrawal 
of donor funding. Participants explained that the VFS is largely donor funded and the withdrawal of 
donor funding affects continuity of service delivery in both government departments and non-
governmental organisations. The lack of continuity in VFS service delivery due to withdrawal of 
funding is evident from the following comment:  
“The reliance on donor funding is like there is no guarantee of continuation of the 
interventions of the civic society. We may not have the funding at that moment, some donors 
renew like, for instances, we have been renewing, but there will be grey periods where money 
is not available.” (Participant 10)  
It is clear that erratic funding is a problem that affects organisations working within the VFS. At the 
level of VFS organisations, withdrawal of funds affects organisational operations. The withdrawal of 
funding also impacts the ability of VFS organisations to attract and retain competent staff. Specialist 
and competent personnel leave for greener pastures in private practice or emigrate to other countries. 
According to Kanyenze et al., (2011) and Chitereka (2012), Zimbabwe has experienced a brain drain, 
losing professionals to other countries. The current finding that the VFS lacks continuity in service 
delivery due to withdrawal of funding may also explain other challenges such as lack of specialised 
training and experience, staff shortages and low competency and skills levels discussed above.  
Limited access to appropriate infrastructure, equipment and logistical constraints 
The study participants painted a grim picture of a system fraught with logistical constraints. 
Participants explained that professionals working in the field of CSA have limited access to appropriate 
infrastructure and logistics needed to accomplish their professional roles. Participants singled out lack 
of transport and accommodation as examples of limited access to appropriate infrastructure as well as 
being logistical constraints. Transport is needed to make home visits, follow-ups, investigations, and 
escorting the child to service providers and the justice system. A lack of necessary equipment such as 
furniture, stationery and computers was evident in VFS organisations, particularly government 
departments.  
The claims above are evident from the following comments by participants:  
“One of the major hindrances is not having the money to travel. It becomes a challenge if you 
are a key witness and you do not have money to travel. Sometimes people (witnesses) are 
made to travel in an open truck. They ask themselves why they should travel to give 
testimonies in court. They may withdraw their cooperation.” (Participant 11) 
“Yes there are challenges. You know with Gokwe, places are located in remote areas and 
there are no normal buses which travel to those distances because of bad roads. So these 
people resort to using private cars. You see they are exorbitant.” (Participant 29) 
The challenge highlighted above was also collaborated by court files. One of the files read: 
“The probation officer failed to interact with the survivors due to distance and transport 
challenges.” (Gokwe case 65) 
“They [VFS organisations] do not even have computers and so forth.” (Participant 3) 
“For every survivor who is seen here and had an examination, you should fill in a medical 
affidavit and we always have them. The rape kits are provided for by the police. We are not 
allowed to have our own rape kits. They should come with the police together with the 
survivor. At the moment the police do not have these rape kits. They are not coming with 
them. The last time I heard they were expired. And for now I don't know why they are not 
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coming with them and if they are not, which means they are not available, or I am not quite 
sure.” (Participant 13) 
From the participants’ accounts above, it is clear that professionals working with child survivors have 
limited access to appropriate infrastructure and experience logistical constraints. This leads to a 
situation where organisations end up providing piecemeal interventions that affect the quality of 
services. The current finding confirms the claim that professionals lack necessary resources, which 
adversely affects their interventions. Using the example of social work, Mupedziswa (1997) argues that 
limited resources hamper the fulfilment of professional obligations such as enforcement of statutes 
relating to the welfare of children. The lack of transport, for example, affects the quality and nature of 
investigations. Poor investigations also affect the quality of evidence that is produced. The poor 
evidence has ramifications for the judicial judgments made. Limited access to appropriate infrastructure 
and logistical constraints limit the number of visits and contacts that professional have with the CSA 
survivors. In view of the current finding of limited access to appropriate infrastructure and logistical 
constraints, it is clear that some CSA survivors are not be getting quality interventions in line with 
global best practices. This has serious implications for the treatment and recovery of CSA survivors 
and it also dampens the morale of professionals who work within the VFS.  
Inaccessible remote areas 
It was also evident that professionals in the VFS face challenges in accessing remote rural areas. 
Participants explained that they face accessibility problems due to long distances, poor terrain and bad 
roads.  
“I cover 39 wards that are geographically spaced. Within the same ward you can travel 80 
km in the same ward. Volunteers are supposed to use bicycles. Some of the places are sandy 
and you cannot travel with a bike. Yes we have new bikes. We have never used the bicycles 
because of the [bad] state of the roads.” (Participant 38) 
“In terms of our terrain it is difficult in the fact that from here to the furthest point it is 
approximately 100 kilometres. Some of the areas are not accessible during the rain seasons. 
It is a challenge to get to services providers here at the centre [Gokwe] in the event of CSA. It 
is difficult to travel, for example, from Gokwe centre to the furthest point, for example, Msala 
which is about 100 kilometres or more. Access during the rainy season is even a greater 
challenge.” (Participant 28) 
From the above participant narratives it is notable that professionals find many areas physically 
inaccessible. Given that most roads in Zimbabwe are in a bad state, professionals cannot reach outlying 
areas. For professionals working in CSA prevention and education, inaccessibility may mean that 
information does not reach the outlying areas. When police travel long distance to communities, this 
may result in the contamination of collected evidence. On the other hand, the need for long-distance 
travel may also lead to many cases not being reported, as victims of the families of victims are indigent 
and do not have the necessary resources to bear the burden of cost that comes with reporting CSA 
cases. To this end, accessibility as a challenge may result in reduced access of the VFS by potential 
users. This corroborates the findings by Kaseke (2015) that the location of service providers and users 
in remote areas proves to be a barrier to accessing services. Similarly, Peters, Garg, Bloom, Walker, 
Briegr and Rahman (2008) note that the virtual absence of good roads in the poor areas of developing 
countries interferes with service delivery.  
CONCLUSIONS AND RECOMMENDATIONS 
Given the potential negative effects of CSA on survivors and their ecological environment, the 
following recommendations are made. 
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 It is recommended that the VFS make it mandatory for participating organisations to introduce 
professional support services such as debriefing sessions and clinical supervision to help 
professionals cope with the demands of working in stressful environments. 
 To address social work staff shortages, it is necessary to deliberately increase the intake of social 
work students. However, such increase must be matched by a corresponding increase in resource 
allocations to the schools of social work.  
 In addition, staff retention initiatives, such as better working conditions and salaries, may assist 
retaining professional already in the VFS.  
 Staff shortages may also be addressed through introducing policies and enabling legislative 
frameworks that facilitate locum and use professionals such as social workers outside government 
employment.  
 Lack of specialised training and expertise may be addressed through introduction of undergraduate 
and postgraduate specialised courses that focus on child protection and working with special groups 
such as CSA survivors.  
 Given the resource challenges discussed above, there is a need for the government to prioritise child 
protection by funding and supporting the VFS. A funding mix comprising corporate, government 
and NGO funding may potentially assist given the current serious economic challenges facing the 
state (Government of Zimbabwe, 2013; Mupedziswa & Ushamba, 2006).  
 The provision of cars that can cope with the terrain, as well as other logistical support services, is 
needed as this will increase access to remote areas.  
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Notes 
1.  The Victim Friendly System (VFS) is a multisectoral forum consisting of statutory and non-
statutory organisations providing services to survivors of child sexual abuse in Zimbabwe. 
2.  This article is based on a PhD study submitted to the University of the Witwatersrand. 
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